anyone injured by research; and provisions must be made to engage communities throughout the course of research.
Routine preexposure prophylaxis in military personnel has resulted in observational studies of AVA in young adults, but additional data from adult populations -from dose-sparing studies, for example -are needed before pediatric testing can be ethically considered. With additional safety data, the level of risk to young adults could be inferred with increased statistical confidence. Such an inference, in turn, would influence a possible minimal-risk design of a series of age-deescalating safety and immunogenicity studies.
Sound science must always respect our ethical obligations to protect children from unnecessary risks. Medical countermeasure research warrants an ongoing national conversation to ensure an unwavering commitment to safeguard all children both from unacceptable risks in research and through research promoting their health and well-being.
Disclosure forms provided by the author are available with the full text of this article at NEJM.org. alliative care, a medical field that has been practiced informally for centuries, was recently granted formal specialty status by the American Board of Medical Specialties. The demand for palliative care specialists is growing rapidly, since timely palliative care consultations have been shown to improve the quality of care, reduce overall costs, and sometimes even increase longevity. 1,2 The field grew out of a hospice tradition in which palliative treatment was delivered only at the end of life, but its role has expanded so that palliative care specialists now also provide palliative treatment in the earlier stages of disease alongside diseasedirected medical care, improving quality of care and medical decision making regardless of the stage of illness. In an era when health care organizations may soon receive capitated payments for all services that patients receive, many are investing in palliative care to improve overall value.
Although this trend has fostered rapid growth of the palliative care specialty, the current model adds another layer of specialized care for seriously ill patients on top of an already complex, expensive health care environment. As in any medical discipline, some core elements of palliative care, such as aligning treatment with a patient's goals and basic symptom management, should be routine aspects of care delivered by any practitioner. Other skills are more complex and take years of training to learn and apply, such as negotiating a difficult family meeting, addressing veiled existential distress, and managing refractory symptoms. Now that the value of palliative care has been recognized, specialists are sometimes called on for all palliative needs, regardless of complexity.
Although it may theoretically seem optimal for palliative medicine specialists to take on all palliative aspects of care, this model has negative consequences. First, the increasing demand for palliative care will soon outstrip the supply of providers. Second, many elements of palliative care can be provided by existing specialist or generalist clinicians regardless of discipline; adding another specialty team to address all suffering may unintentionally undermine existing therapeutic relationships. Third, if palliative care specialists take on all palliative care tasks, primary care clinicians and other specialists may begin to be- lieve that basic symptom management and psychosocial support are not their responsibility, and care may become further fragmented. Furthermore, there are nowhere near enough palliative care specialists to provide all palliative care services for every very ill patient. At a time when many people are living longer with an increased illness burden, many patients will need both primary and specialty palliative care. Current levels of new trainees will barely replace retiring palliative care clinicians. Part of the solution is to increase fellowship funding and develop alternative pathways to fellowship training and certification, and the American Academy of Hospice and Palliative Medicine and other organizations are working to address the workforce challenge. In the current cost-conscious environment, expanding workforce may be a tough sell, but the proven ability of palliative care to simultaneously improve quality and save money makes it a critical part of the care plan for the most seriously ill (and expensive) patients. 1,2
As part of this planned expansion of palliative care delivery, we need a care model that distinguishes primary palliative care (skills that all clinicians should have) from specialist palliative care (skills for managing more complex and difficult cases), so that they can coexist and support each other. Representative skill sets that might be required of each group are listed in the box. This distinction is not new: in the 1990s, there was a national focus on teaching basic palliative care skills to all practitioners (e.g., the Education in Palliative and End-of-life Care and End-of-Life Nursing Education Consortium courses), but the increased demand for palliative care warrants a reenergized, concerted effort spanning the health care system. We believe that each medical specialty (oncology, cardiology, critical care, geriatrics, primary care, surgery, and others) and health system needs to delineate basic expectations regarding primary palliative care skills to be learned and practiced by its members, plus a triage system for calling on palliative care specialists when necessary. The primary palliative care curriculum must be taught -even to mid-career clinicians -and reinforced by performance measurement and remediation as needed. Meanwhile, hospice and palliative medicine specialists must recognize that a growing primary palliative care practice, far from competing with us, will enable our discipline to flourish.
Education is the starting point, and we should draw from existing training workshops. For example, Oncotalk is a program for oncology fellows to learn and practice basic palliative care skills under supervision. 3 The Agency for Healthcare Research and Quality recently funded a grant to the American Society of Clinical Oncology to develop and disseminate, in collaboration with the American Academy of Hospice and Palliative Medicine, a primary palliative care curriculum for oncology based on current best evidence and to study its effect on the quality of care by embedding quality metrics in the oncology measure set. The aim is to enhance oncologists' understanding of the basic principles of palliative care, while acknowledging that complex scenarios and refractory suffering should be addressed by palliative medicine specialists.
Similar efforts can expand palliative care treatments and services to such seriously ill populations as patients with heart failure, chronic lung disease, Alzheimer's disease, or other conditions -and into primary care. Some basic palliative care skills (e.g., basic pain management and discussions of prognosis) are needed in any medical discipline, whereas others are more specific to a particular discipline (e.g., for pulmonologists, symptomatic management of severe dyspnea). Basic training programs and curricula are easily adaptable and exportable. We must also train all medical students and residents in basic palliative care skills, so training programs should extend across the career continuum. 4 In a coordinated palliative care model, the primary care physician or treating specialist could manage many palliative care problems, initiating a palliative care consultation for more complex or refractory problems. When such consultations are initiated, consideration should be given to returning the patient to the referring specialist or the primary care physician for ongoing palliative care management when that's deemed desirable by everyone involved. This model allows increased access to specialty palliative care consultation and reinforces delivery of primary palliative care by everyone caring for seriously ill patients. 5 In addition, this model could simplify the health care system and reinforce existing relationships. It would enhance the skills of all clinicians, improving their ability to address basic palliative care needs. It could also increase their satisfaction, by enabling deeper, more meaningful relationships with patients across the continuum of care. Finally, it might help control costs by reducing the number of specialists routinely comanaging cases. In fact, generalist-plus-specialist palliative care, bridged by primary care clinicians, is the main model endorsed worldwide.
This approach seems unlikely to undermine the field of specialty palliative medicine. There are far too many seriously ill patients with unaddressed palliative care needs to have specialized palliative care teams caring for all of them. There are currently about 5000 board-certified palliative care specialists, about half of whom work less than full time providing palliative care. As the Baby Boomers age and the number of patients with serious chronic illnesses increases, even if it were a good idea for palliative care specialists to care for all such patients, the gap between demand and supply would be too large to close. Furthermore, it is not a good idea, in terms of cost or quality, to always require adding a palliative care team to all the other teams managing their fragments of care.
We hope that every medical field will define a set of basic palliative skills for which they will be primarily responsible and distinguish them from palliative care challenges requiring formal consultation. Such a model might be better and more sustainable than our current system, as we strive to make high-quality health care available to all Americans.
